In the last few decades there has been a resurgence of interest in the social causes of health inequities among and between individuals and populations. This 'social determinants' perspective focuses on the myriad demographic and societal factors that shape health and well-being. Heeding calls for the mainstreaming of two very specific health determinants -sex and gender -we incorporate both into our analysis of the health gap experienced by girls and women in Canada. However, we take an intersectional approach in that we argue that a comprehensive picture of health inequities must, in addition to considering sex and gender, include a context sensitive analysis of all the major dimensions of social stratification. In the case of the current worldwide economic downturn, and the uniquely diverse Canadian population spread over a vast territory, this means thinking carefully about how socioeconomic status, race, ethnicity, immigrant status, employment status and geography uniquely shape the health of all Canadians, but especially girls and women. We argue that while a social determinants of health perspective is important in its own right, it needs to be understood against the backdrop of broader structural processes that shape Canadian health policy and practice. By doing so we can observe how the social safety net of all Canadians has been eroding, especially for those occupying vulnerable social locations.
Introduction

1.1
In the last few decades there has been a resurgence of interest in the social causes of health inequities among and between individuals and populations. This "social determinants" perspective focuses on the myriad demographic and societal factors that shape health and well-being (Glouberman and Millar 2003) . At the same time it offers a way to understand inequities in health outcomes among groups by pointing to the layering of genetic and other biological factors with social and cultural factors, which in turn both interact with and shape personal attitudes and behaviours to positively or negatively influence health status (Marmot and Wilkinson 1999; Marmot 2003; Canadian Institute for Health Information 2005; World Health Organization 2008) .
bringing sex and gender, especially the unique health concerns of girls and women, to the forefront (Matthews and Beaman 2007) . This began with the North American women's health movement in the 1970s and '80s. Until then, explorations of women's health were largely concerned with either reproductive or mental health. At the heart of the feminist health movement was a concern with power and the production and application of scientific knowledge. Women activists sought to take control of the production of health knowledge in order to shed light on women's unique health concerns and, in the process, transform health care and policy. Activists and feminist scholars also joined together to change the male-dominated medical care system by marrying research with action around issues ranging from the legalization of midwives and home birth to women-centred care more generally (Bourgeault, Benoit and Davis-Floyd 2004; DeVries et al. 2001) . By highlighting the inequities inherent in a medical and social security system biased towards men's needs, the women's health movement made exploration into women's health legitimate and possible.
Clarifying Sex
2.3
It is generally agreed that sex is a biological construct based on one's sex chromosomes (that is, XX = female, XY = male) and manifested in one's anatomy, physiology, and hormones, and that these attributes tend to be more or less constant across societies (Phillips 2005 ). Yet the sexes do not fall into two neat dichotomies, a reality that complicates attempts to determine the effect of sex on health. The term intersexual people, for instance, refers to those who have both female and male characteristics. While commonly thought to be quite rare, with Fausto-Sterling reporting in 1985 that only one infant in every 1000 is born in North America with ambiguous genitalia, Hester (2003) more recently indicates that as many as 1.7 intersexed infants are born per 100 each year (Blackless, Charuvastra, Derryck, Fausto-Sterling, Lauzanne and Lee 2000) . Substantial numbers of intersexual people are born each year in Canada with some combination of male and female genitals, and no specific pattern applies to all. Yet as a culture we are most comfortable with sex as a binary, evident in the demand placed on parents to record the sex of their new born as either female or male on their birth records. Historically, this has been mirrored in the push from health professionals to surgically assign these individuals a single sex, so that in turn they can be assigned a definitive gender (i.e., masculine or feminine). As Katrina Karkazis states, "[c] ultural understandings of categories such as male and female and ideas about appropriately gendered subjects drive treatment decisions about intersexuality" (2008: 11) . While some cultures are more open to accepting intersex people as "normal", sometimes attributing to them special abilities, the binary model of sex is hegemonic in Anglo-western countries and parents who choose not to seek medical treatment for their intersexed child are often socially stigmatized and isolated. What this reveals is that the current standard treatment of intersex is shaped by historical and cultural forces that are intricately linked to gender (Karkazis 2008) .
2.4
At the same time there is a relatively high incidence of asymptomatic people with sex chromosome anomalies (e.g., Turner's syndrome [XO] and Klinefelter Syndrome [XXY], among others). As well, secondary sex characteristics, such as a person's amount of facial hair, breast size, and hormone levels, vary greatly within populations. For instance, although testosterone is a hormone usually associated with males, it is found to greater and lesser degrees in both males and females, depending on their age, health status, and use of pharmaceutical drugs. Further, according to Johnson, Greaves and Repta, female and male bodies "respond differently to alcohol, drugs, and therapeutics due to differences in body composition and metabolism, as well as differences in hormones" (2007:4).
2.5
While the majority of people can be "classified" into either male or female sex-based categories and, for the most part, do exhibit distinct physiological differences, what this evidence suggests is that we need to move past binary distinctions. At the same time, it points to the difficulty of determining patterns of health and illness based on sex (Lorber 1993) . As Verbrugge noted two decades ago: "[t]he single greatest need in population studies of sex differences in health and mortality is operational measures of that biological substrate " (1989: 296) . In other words, is it possible to accurately measure sex as a biological category, distinct from gender? Nevertheless, it is important to consider sex a fundamental determinant of health because it has repeatedly been found to be an important predictor of both the incidence and severity of diseases that affect the human population (Wizemann and Pardue 2001) . Sex should thus be considered as a basic variable in health research and such studies should consider sex differences beginning in the womb and over what sociologists refer to as the "life course". Improvements in our ability to accurately measure sex differences would only refine and further nuance our understanding of associated patterns in morbidity and mortality. Equally important, however, is articulating how sex differs from gender, being careful not to conflate the two as genetic/biological and social/cultural distinctions place very different demands on health-based therapies and treatments and policy-based interventions.
Clarifying Gender
2.6
Many researchers agree that our biological sex is made even more complicated by our gendered selves (Rubin 1975; Lorber 1996; Krieger 2003) ; that is, those qualities, characteristics, mannerisms, and behaviours that are deemed as either masculine or feminine according to varying cultural norms and values. Gender includes the socially mediated roles and norms typically enacted and ascribed to women, men, and other gender groups (e.g., transgendered, two-spirited [1] , and queer) that change over time, place, and stage in life (Oakley 2000) . In Canada, as in most parts of the world, all aspects of life are gendered in some way, from the colours we wear, the alcoholic beverages we imbibe, the sports we play, to the career paths we follow. While seemingly innocuous and perhaps mundane, gender as a dimension of social organization shapes our access to material and symbolic resources, how we interact with others, and even how we think about ourselves (Matthews and Beaman 2007) . Gendered norms also shape experiences of illness, what health care problems come to the attention of researchers and get investigated, what health services are made available through the public purse, and the norms and values influencing patient care (Riska and Wegar 1993; Spitzer 2005) . Research in the addictions field, for example, has shown how gender roles can influence interpretations of and patterns in substance use, whereas complementary research in the area of sex has revealed how biological factors influence the impact of substances on the body (Bureau of Women's Health and Gender Analysis 2005).
Can We Separate Sex and Gender in Terms of their Effect on Health?
2.7 There is contradictory evidence about whether sex and gender separately or in combination result in differences in health between men and women (Annandale and Hunt 1990; Lahelma, Arber, Martikainan, Rahkonen and Silventoinen 2001) . On the one hand, if we focus our attention on the role of sex, some have argued that females enjoy a natural biological advantage over males from early on in the life course because female fetuses are less likely to abort spontaneously (Wizemann and Pardue 2001) . There are also a wider variety of genetically predisposed diseases that afflict males (e.g., haemophilia or Duchene Muscular Dystrophy). We also know that, in high-income countries at least, females tend to live longer than males. This may also be explained, in part, by differences based on gender. For example, men are more likely to be employed in physically dangerous jobs such as mining, logging, and fishing. Historically, men have also been more likely to work or volunteer in the military and participate in more aggressive and/or individualistic activities that have been shown to be risky and dangerous (e.g., contact sports and race car driving). The result is higher rates of mortality for men in most high-income countries as a result of accidents, interpersonal violence, and suicide (Möller-Leimkühler 2003) . Some researchers argue this is because men are socialized to take physical risks, exhibit bravery, and avoid emotional expressionwhat Kimmel (2006) sees as a form of "hegemonic masculinity" and what Riska (2002) characterizes as the "hardy man" model.
2.8
Parallel studies argue that women experience greater morbidity than men. For example, the lifetime prevalence of major depression for women in Canada is double that of men, and women are also more prone to experience stress caused by life course events (Stephens, Dulberg and Joubert 1999) . Women in the US are twice as likely as men to be given a diagnosis of unipolar depression, anxiety, panic disorder, and agoraphobia, and three times more likely to be diagnosed with a borderline personality disorder (Kessler and Magee 1993) . Recent Canadian research also shows that, when other risk factors are taken into account, depression is significantly associated with an increased risk of heart disease among females. For reasons still unknown, this is not the case among males experiencing depression (Gilmour 2008 ).
2.9
Explanations for this kind of sex/gender disparity have been noted by some as the result of biases in diagnostic processes as well as the diagnostic criteria themselves. This argument suggests that men and women are equally as likely to suffer morbidity due to illness and disease, but that health is interpreted differently based on gender, with women more likely to be diagnosed as being sick or ill. Women's mental and emotional problems, for instance, have historically tended to be medicalized as is evident in the proliferation of hysteria diagnoses in the 19 th century. Yet this continues today with the proliferation of "syndromes" that are thought to especially afflict women (e.g., Chronic Fatigue Syndrome, Premenstrual Syndrome, Menopause and Fibromyalgia) (Davis 1996; Kaufert and Gilbert 1986; Närvänen 2002; Rapping 1996; Ware 1992) . This is in contrast to men who have been, and continue to be, encouraged not to talk about their mental and emotional concerns and to ignore any physical ailments. Annandale and Hunt (1990) suggest that this is a result of stereotypical notions linking femininity with dependency, weakness, and poor mental and emotional health and masculinity with independence, strength, stoicism and robust health, although allowing for some physical concerns.
2.10
Some researchers argue it is an "urban myth" that there are unchanging or universal gender differences in health (MacIntyre, Hunt and Sweeting 1996) . Providing a more nuanced and context-specific analysis, they suggest the influence of sex and gender on men and women's health depends, at a minimum, on the time period, country, health indicator and age of the participant group (Arber and Cooper 2000; Lahelma et al. 2001; Annandale and Hunt 2000) . Canadian research lends support to this literature, showing variation in gender differences in health over time, as well as in comparative perspective (Benoit 2000; McDonough and Walters 2001; Denton, Walters and Prus 2004) .
2.11
What this debate indicates is that sex and gender may -singularly and together -impact the health of men and women differently. There is no evidence of a universal pattern of gender differences and both factors intersect with other determinants to cause particular health outcomes that vary across time and place. We use the term intersect here purposefully to refer to intersectionality which is both a theory and method which explicitly focuses on differences among groups and seeks to illuminate various and interacting social factors that affect individuals' lives, including social locations [2] , health status, and quality of life (Hankivsky 2005; Iyer, Sen and Ostlin 2008) . Intersectionality thus seeks to understand what is created and experienced at the intersection of two or more axis of diversity on the basis that it is precisely at an intersection that a completely new social location, that is more than simply the sum of its individual parts, is formed (Varcoe, Hankivsky and Morrow 2007) . The essential insight of intersectionality theory is that various dimensions of social stratification-including sex and gender but also socioeconomic status, ethnicity, race, and so on-can add up, or culminate, to great disadvantage for some categories of people. Thus, an individual's genetic endowment and biological heritage interact with their sex and gender statuses as well as their location in society's stratification system to produce their particular health status (Mechanic 2000; Denton et al. 2004; Nazroo 2003) . Intersectionality is also an advancement in that it starts to reveal the true complexity of people's lives and how social locations interact with each other (instead of simply layering or prioritizing).
Dimensions of the Health Gap Experienced by Girls and Women in Canada
3.1 What this discussion of the intersectionality emphasizes is a need for a context specific approach (Wrede, Benoit, Bourgeault, Van Teijlingen, Sandall and DeVries 2006), one that is careful not to conflate sex and gender while also taking into consideration some of the other reported factors determining the health of women and girls in Canada, including socio-economic status, race, ethnicity, immigrant status, geographic location, and employment status and security. To be meaningful, all these must be viewed through a political and economic lens, taking into consideration, as Canadian researcher Dennis Raphael (2006) does, the ways in which historical, political, and economic processes have shaped Canadian health policy and practice and led to the slow erosion of Canadians' social safety net, leaving certain populations especially vulnerable to health inequities. It is important to note, that while each of the following sections focus on a different health determinant, none are mutually exclusive and all intersect and overlap with others in formative ways to influence the health of Canadians.
Socioeconomic Status (SES) Inequities
3.2
As noted above, recognition of how inequities in health are associated with SES -as measured by education, occupation, and income -is one of the main contributions of the social determinants perspective. Mackenbach and colleagues reported inequities in morbidity across SES groupings in ten western European countries during the 1980s (Mackenbach, Kunst, Cavelaars, Groenhof and Geurts 1997) . A more extensive study examining the link between SES and health inequities in twenty-two European countries since 1995 confirmed and extended the authors' original findings (MacIntyre and Ellaway 2000) . Individuals with less education, which is a key marker of low SES, were found to have higher rates of death from all causes except breast cancer. With respect to mortality rates associated with cardiovascular disease, one-third of deaths among males and one-half of those among females have been linked to education-related inequities (MacIntyre and Ellaway 2000) . Researchers refer to this phenomenon as the "opportunity structure" through which people who are privileged gain access to health-enhancing physical environments (e.g., clean water and quality food and shelter), access to a local configuration of resources (such as good schools, safe and high-quality childcare centres, better-equipped recreation facilities), and social environments that foster social support and community participation (Armstrong 2004 ). While differences in this opportunity structure are clearly evident between males and females, it is equally necessary to recognize its salience for understanding inequities between groups of females as well.
3.3
Being in the highest income category is an important predictor of good health for Canadian women (Denton and Walters 1999) . Canadian women from low-SES backgrounds on the other hand are more likely to smoke, be overweight, live in unsafe neighbourhoods, maintain greater or sole responsibility for child and/or elder care, and perform substantial amounts of unpaid domestic labour (Janzen 1998; Spitzer 2005) . The fact that it is economically privileged females who, through the purchase of paid help, frequently employ poor females at the bottom of the opportunity structure (Seguin et al. 1999) suggests that there are structures of power in place whereby the health advantage of more privileged females is supported by the labour of their lower SES counterparts. The social location of lower-income women instead exposes them to a broader range of physical and psycho-social health concerns, including muscle strains and injuries, anxiety, stress, and maternal health concerns such as postpartum depression (Fromer 1988; Gottleib 1988; Zeytinoglu, Denton and Davies 2002) .
3.4
This is not to say that high-SES protects females from all health concerns. Better-off girls and women are, for example, more vulnerable to endometriosis (Fromer 1988 ) -which is the presence of uterine lining in other pelvic organs and characterized by cysts and long and/or painful menstruation. This is related to higher use of estrogen-based birth control, later age at first birth of children, and dieting during sexual maturation among higher-income females (Fromer 1988) . However, health concerns such as this are less pervasive and also less likely to threaten the overall health, safety, and security of those affected, which is not the case for females who are less well off and overburdened with more serious health problems.
3.5 Low-SES, or economic marginalization, places Aboriginal women in Canada at a particular disadvantage compared to women who are relatively better off. Approximately 70 percent of women working in the Vancouver's Downtown Eastside (DTES) as sex workers are Aboriginal. Some of the reasons why Aboriginal women are particularly likely to work in the sex industry are due to their lower levels of education which result in fewer job opportunities and poverty. As Currie (1995) tells us, Aboriginal women living in the DTES are often without a high school education and the majority have three or more children. Teen births are 13 times higher in the DTES than in other regions of Vancouver. Other statistics indicate that one-half of all Aboriginal families are headed by lone mothers and 80 percent of Aboriginal children in the urban ghetto live in poverty. These are powerful motivating factors for women to make money any they way can. What is especially troubling, however, is that these Aboriginal women have increased morbidity and mortality compared to their non-Aboriginal counterparts living and working in the same areas. Some of the most common health concerns are sexually transmitted infections including HIV/AIDS.
Inequities and Race, Ethnicity, and Migrant Status 3.6 Race, a socially constructed category that classifies people based on a constellation of biologically shared traits such as skin colour, facial features, hair texture, and body shape, can be associated with the incidence of certain forms of diseases such as sickle cell anaemia. At the same time, there is often an intersection between a person's race and their ethnicity -a group's shared cultural heritage based on common ancestry, language, music, food, and religion. Both can lead to vulnerabilities to certain social determinants of health (e.g., poverty, stigma, and/or marginalization) and can, in combination, give rise to specific health disadvantages for certain groups of people. In the case of Canada's Aboriginal peoples, for example, rates of diabetes are three to five times higher than those of the general Canadian population (Young, Moffatt and O'Neil 1993) . While genetic explanations related to race (the so-called "thrifty gene theory") is often posited as a possible explanation for this marked disparity, confounding this are factors related to ethnicity such as the historical marginalisation of Aboriginal people in Canada and how poverty and government policies have resulted in dramatic changes to their traditional diet and food harvesting activities (Dickason 1992 ).
3.7
Despite progressive changes to Canadian immigration policy over the past few decades (since the introduction of the Points System in 1967) and the enactment of legislation like the 1985 Multiculturalism Act, ethnic inequalities in population health and health care are two domains in which differences across and within groups are evident (Kobayashi, Prus and Lin 2008) . Recent research attempting to disentangle the effects of immigrant status and ethnicity has found that for visible minority Canadians, e.g., South Asians and Chinese, immigrant status matters. Indeed, it can be reasoned that first-generation adults in these two groups may face specific health issues related to the stress, anxiety, and physical difficulties associated with transitioning from culturally familiar home to uncharted foreign environments (Kobayashi, Prus and Lin 2008) . However, of particular relevance to this paper is that immigrant status and ethnicity intersect to create patterns of disadvantage among women. As a case in point, recent research highlights the importance of this intersection for understanding the epidemiology of breast cancer among women in Canada. While early detection leads to favourable prognosis and improved health outcomes, breast selfexam, clinical breast exams, and screening mammography programs are generally underutilized by visible minority women. For example, Ahmad and Stewart (2004) studied breast cancer among South Asian women, who are the largest and fastest growing category of new immigrant women in Canada. The authors found that these women underutilize screening programs partly based on the belief they are at a low risk since the incidence of breast cancer is comparatively low in their country of origin. Such a belief has been maintained despite a significant body of recent research on the healthy immigrant effect (Gee, Kobayashi and Prus 2004) . The healthy immigrant effect maintains that new immigrants experience a health advantage when they first immigrate, but that they lose this advantage over time as they adopt mainstream beliefs, attitudes, and lifestyle behaviours (e.g., smoking, dietary changes, increased alcohol consumption). Research in this area also shows that there are entrenched patriarchal structures that lead many immigrant women to neglect their own health, particularly breast cancer screening. This neglect arises from their obligation to fulfill multiple responsibilities that range from continuous care of children and frail older adults to sole responsibility for cooking and cleaning at home. Compounding this problem are inadequate financial resources for transportation and other costs (e.g., payment for childcare) associated with going to the doctor. Finally, cultural barriers play a role in that both self-exams and clinical assessments challenge ethno-cultural beliefs related to the appropriateness of self-touching or being touched by a doctor of the same or opposite gender (Ahmad, Cameron and Stewart 2005) . These findings indicate the need for multi-collaborative, culturally sensitive cancer-screening programs that emphasize specialized training for health-care providers on the specific needs and concerns of visible minority immigrant women over the life course.
Inequities in Employment Security
3.8
Employment is an important determinant of health and is linked to income and the ability to purchase health-enhancing resources such as nutritious foods, shelter, health services, and recreational activities. What is more, for some Canadians, employment comes with health and safety benefits and provides a social safety net in the form of employment insurance and pension benefits. However, this is only true if one has a "good" job, that is, one that is full-time, secure, and offers the benefits mentioned above. In the current global economic climate, many of the Canadians who might be considered lucky enough to be employed have what Winson and Leach (2002) characterize as "bad" jobs, i.e., contingent or precarious jobs which are often short-term or part-time in nature and characterized by fewer hours, lower skill requirements, little or no health or dental benefits, substantially lower wages, and a greater likelihood of being laid off or fired. Not surprisingly, it is women who are the most likely to hold contingent jobs (Benoit 2000; Armstrong and Laxer 2006) . While women are more likely to have contingent work -often in the service sector -recent Canadian evidence indicates that men are harder hit in economic recession because male dominated industries such as construction and manufacturing tend to recede more than services (Statistics Canada 2009).
3.9
Taking a closer look at one form of contingent service work, the literature on home-care workers -a job that includes performing personal and household services from bathing, dressing, and monitoring the health of older adult clients in their own homes, to doing their cooking, cleaning, and shopping (Aronson and Neysmith 1996) -provides a compelling example of how work is also highly gendered. The poor compensation, little or no health benefits, unsafe working conditions, unregulated hours, and discrimination that can define home care work helps maintain health inequities among certain groups of women (Aronson and Neysmith 1996; Zeytinoglu, Denton and Davies 2002) . In both Canada and the United States, these relatively undesirable jobs are held by lower-income, ethnic and immigrant women.
3.10
Recent US and Canadian research indicates that as many as 80 percent of home-care workers are women and that within this group there is an "over-representation of racial and ethnic minorities" as well as immigrants (Bureau of Labor Statistics 2003; Stacey 2005: 836) . These women earn near-minimum-wage and must be willing to accept part-time and/or other contingent work arrangements in order to secure a job. The physical costs associated with the job are frequently high in that both home-care workers and homenursing aides "suffer from the highest number of musculoskeletal disorders of any occupational group in the US" (Stacey 2005: 843) . This is partly a result of the strain associated with transporting and manoeuvring frail and/or immobile clients. Research from Canada reports similar findings Denton, Zeytinoglu, Webb and Lian 1999) .
3.11
The emotional impact of care work for an aging population can also be high. Some workers have found it difficult to forge the necessary interpersonal relationships with their clients in order to make it feasible to work in their homes under highly intimate circumstances. On the other hand, some workers find themselves overly investing in their clients' well-being, especially those who are poor in health, lonely, and as financially constrained as the home-care workers themselves. Stacey (2005) found that when homecare workers too closely identify with their clientele, these workers tend to work unpaid overtime to keep lonely or scared clients company, perform duties beyond their skill level and training (e.g., provide medical care), and/or drive their clients to/from doctors' appointments (potentially making the worker liable). These varied tasks can place care workers in a compromised economic position and be emotionally taxing, which increases their psychological distress and burnout. While it is important to emphasize that there are many rewards associated with care work -such as autonomy, skill building, and dignity that come with providing a much-needed service -it is clear that low SES intersects with gender (as well as race, ethnicity, and immigrant status) to constrain the opportunities and health status of women in this line of work ).
Inequities and Geographic Location
3.12
As noted above, the Canadian population is dispersed over a vast landscape that varies widely in natural resources and infrastructure. Approximately 80 percent of Canadians reside in urban areas of 10,000 or larger and the remaining 20 percent live in smaller towns or villages. It is not surprising, then, that the health of Canadians is also highly contingent on the place where they reside. As our example of Aboriginal women living in Vancouver's Downtown Eastside highlights, there are marked differences in health based on whether one lives in a high-or low-income neighbourhood of a city or town (CIHI 2006).
3.13
The connection between place and health is also evident when we consider the differences between urban and rural settings-those living in more isolated geographic areas face greater disadvantage due to the lack of both economic and social resources. As a recent Canadian study, How Healthy are Rural Canadians? (CIHI 2006a) reveals, health decreases the farther a person resides from a major urban centre. This can be especially true for rural women who have significantly higher mortality rates than urban women (DesMeules, Manual and Cho 2003; Dolan and Thien 2008) . A combination of factors are at play, including lower educational achievement and lower labour force participation among rural women as compared to those living in urban centres. Rural women also tend to have higher fertility rates and more high-risk pregnancies, to report greater stress, anxiety, depression, domestic/interpersonal violence, and to smoke (Dolan and Thien 2008; Lee and Lutz 2005; Morrow, Hankivsky and Varcoe 2004; Stout, Kipling and Stout 2001; Varcoe and Irwin 2004) . According to Dolan and Thien: Certain subsets of rural women are considered especially vulnerable, including Aboriginal, elderly and disabled women. In Canada, Aboriginal women die younger, and suffer higher rates of violence, substance abuse, suicide, and chronic diseases (e.g., arthritis, hypertension, heart problems, diabetes) compared to non-Aboriginal women; a result, in part, of the significant challenges of living in rural and northern communities (2008: S38).
3.14 Recent research in northern British Columbia exemplifies precisely how and why Aboriginal women living in rural and remote locations might find themselves especially vulnerable to these and other health concerns. Varcoe and Dick (2008) conducted research looking at the "intersecting dynamics" of gender, rural living, race, and poverty for determining women's risk of violence and exposure to sexually transmitted diseases (STIs) and HIV. The majority of the women in the study had experienced multiple forms of abuse and these experiences were "compounded by poverty, drug and/or alcohol use and limited access to support services, all of which put them at significant risk for exposure to HIV and other sexually transmitted infections (STIs)" (Varcoe and Dick 2008: 44) . For many women, the lack of career opportunities and limited resources in rural locations forced them to stay in abusive relationships for the conditional economic security they provided. Others were compelled either by these abusive partners or by their dire economic circumstances into unwanted or unprotected sex, and this in turn left them at an increased risk of contagious infections. Due to systemic racism and the "neocolonial context of Canadian society," rural and on-reserve Aboriginal women were particularly likely to find themselves in these difficult situations. The legacy of residential schools and the associated loneliness and despair associated with being separated from friends and family, losing language and traditional culture, and sexual, physical, and emotional abuse (Browne and Fiske 2001; Browne and Smye 2002) , has shaped rural Aboriginal women's lives in very distinct ways and left many vulnerable to drug and alcohol misuse and entering and staying in abusive relationships.
3.15
Geographic isolation and the realities of living in economically depressed outlying regions also means that women residing there often lack access to the educational, childcare, and other services and resources that could help them improve their lives. Instead, many of the participants talked about how they had to move to urban centres for education and employment opportunities, better health care, greater anonymity, and safety from various forms of violence. This both disconnected the women from their support networks and depleted human resources in the rural area (Varcoe and Dick 2008: 48) .
3.16
Further, government cuts in health and social services, including legal aid and social assistance, mean these women either have to leave their communities where they have no social support or they are compelled to remain in abusive relationships. Funding cuts to these regions also means less education and fewer prevention programs for violence and HIV, fewer street nurse services to address immediate health concerns, and fewer women's centres and support groups (Dolan and Thien 2008; Hanlon and Halseth 2005) .
3.17
At the same time that resource-related funding cuts have limited the social services available to many women living in rural and remote regions of Canada, the federal and provincial governments have been "down-sizing health care services, broadly characterized in rural communities by centralization of services (e.g., maternity care, rural hospital, bed and clinic closures), privatization of services (e.g., more fee-forservice models of care) and shifting responsibility for services to the community level (e.g., deinstitutionalization of care)" (Dolan and Thien 2008: S40) . As a result, pregnant women living in rural and remote locations in Canada face a particular set of health challenges due to the lack of maternity care services (Centre for Rural Health Research 2008). This shortage forces rural and remote women to travel to major urban centres to give birth in regional hospitals. For many women, this means paying out-of-pocket costs for travel, food, and lodging while they are away. While some women may decide to stay home and have unassisted home births for financial and social support reasons, they too can run into trouble if they find they have a difficult labour or encounter any unexpected health emergencies. One possible solution to this problem is more and better-trained midwives available throughout the province, perhaps working in concert with nurse-practitioners (CIHI 2004). However, due to a host of obstacles (see Benoit, Carroll and Westfall [2007] for an in-depth discussion), such remedial actions seems unlikely. As a result, rural pregnant women, but Aboriginal women in particular, are in the unenviable situation where there are too few physicians to tend to their prenatal and childbirth needs, publicly funded midwives are too few in numbers and generally located in urban centres, and the biomedical establishment lacks the cultural sensitivities to appropriately train women who want to live and work in their own communities.
Summary and Conclusions
4.1 With this paper we have drawn on the social determinants of health perspective and largely Canadian research by feminist and other scholars on sex and gender in order to better understand the health gap experienced by girls and women in Canada. We drew on the theory of intersectionality as it offers a conceptual framework to combine these literatures when attempting to understand inequities in health among particular populations and is positioned as a more nuanced and sophisticated way to approach the determinants of health. We focused on the intersection between some of the most important dimensions of the observed health gap experienced by girls and women in Canada -socioeconomic status, race, ethnicity, immigrant status, employment and geographical location. Our findings suggest that certain groups of girls and women in Canada face a formidable cumulative disadvantage. This is particularly the case for those who are poor, of Aboriginal background or visible minority status, foreign-born, or reside in rural areas. However, other pivotal factors identified by social determinants of health scholars, including education, age, social support networks and sexual orientation, intersect with the determinants indentified above and thus are also worthy of attention and, indeed, have been shown to have a significant cumulative impact on health over the life course (Navarro and Shi 2001; Raphael 2006; Whitehead, Dahlgren and McIntyre 2007) .
4.2
Failing to examine sex and gender as fundamental health determinants that intersect with other mitigating factors homogenizes the experiences of women (and men), reifying existing inequities while at the same time overlooking important sources of within-group variation (Annandale and Hunt 2000; Butler 1990; Whittle and Inhorn 2001) . As Janzen succinctly points out, "the determinants of women's health are no doubt complex . . . likely arising from a combination of interacting economic, social, psychological, and biological forces" (1998: 34).
4.3
It is worth reminding ourselves about the key message of the social determinants of health perspective, namely, that the maintenance and promotion of a population's health is only partly achieved by public investment in health services such as hospitals, physicians, and advanced medical technology (Marmot and Wilkinson 2000; Rachlis 2004 ; Public Health Agency of Canada 2004). According to the World Health Organization (2008), we could close the health gap within and across countries in the next decade if, in addition to improving access to primary health care, we take concerted action on reducing the health gap caused by the intersection of fundamental factors, including sex and gender, as well as socioeconomic status, race, ethnicity, immigrant status, employment and geographical location. Progressive changes in the Canadian context that are likely to reduce such inequity include an increase in the minimum wage for private as well as public sector employment, equal pay for work of equal value, policies to raise the value of care work that is predominantly performed by girls and women, establishment of a national childcare system, public funding for care of the disabled and elderly, improved educational and economic opportunities for Aboriginal peoples, ethnic minorities and new immigrants, and, of course, increased investment in primary health care in an effort to improve health care access and quality of care for its vulnerable populations, including girls and women in rural and remote areas as well as the inner city.
Notes
1 Two-spirited is a term common among North American and Canadian First Nations indigenous groups to refer to people who dress and carry out roles of both men and women.
2 Social location refers to the multiple "roles" or "statuses" that one individual can occupy at any given time. It is, in large part, conditioned by an individual's age, sex, gender, ethnicity, health-status, sexual orientation and occupation. Individuals can move in and out of various social locations as the circumstances of their lives change (Shumka 2006) .
